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Introduction

Recommendations

Medication errors result in at least one death each
day and injure approximately 1.3 million people
annually in the United States.1 Errors can occur
during any stage in the medication process, from
prescribing, transcribing, dispensing, and
administration; however, the majority of errors occur
during administration.1,2 Nurses are the primary
healthcare team members responsible for
administering medication to patients, thus nurses’
perspectives on factors that contribute to medication
administration errors (MAEs) can provide valuable
guidance for the development of interventions aimed
to mitigate errors.

Methods
Publications written in English between the years
2000-2019 were searched using four electronic
databases Sixteen individual articles satisfied the
inclusion criteria. The Critical Appraisal Skills
Programme (CASP) tool was used to assess the
methodological quality of each article. Using thematic
analysis, the perceived causes of errors were
categorized into knowledge-based, personal, and
contextual factors.

Results
Studies were conducted in nine different countries.
Knowledge-based factors of perceived causes of
MAEs were noted in the majority of the studies (n=12).
Lack of medication knowledge was commonly cited,
which included lack of knowledge of safe dosages of
medications, proper dilutions, and drug interactions.
Personal factors were noted in nearly all (n=15) studies.
These factors included negligence, complacency, stress,
lack of confidence in approaching the prescriber to clarify
an order, inattention, tendency to make assumptions,
and deliberate deviations from guidelines.
Contextual factors were the most frequently reported
perceived causes of MAEs across all (n=16 ) studies.
Recurring contextual factors included interruptions and
distractions, poor communication, challenging
professional relationships, understaffing, heavy
workloads, lack of supervision/support, inexperience,
lack of training, improper physical working conditions,
pressure, lack of time, and unsafe practice norms.

Lack of
knowledge

Increase education and training specific to medication
administration practices. Simulation-based education,
compared to lecture-style education only, has produced
significant results in reducing MAE rates by nurses.52
Increase awareness of MAEs that occur

Address low staffing levels/high workloads: Higher nurse
Staffing
levels/workload staffing levels lead to a decrease in errors and lower patient
mortality. 41Tools are available to assess staffing needs.28

Results
Factors that are perceived by nurses to contribute to MAEs are
infrequently isolated to the individual, but instead are often
interconnected with systems issues (i.e., contextual factors).

Interruptions

Further research is needed on best strategies to manage
interruptions: Interventions aimed to reduce interruptions
during the MA process have been implemented in
healthcare settings with limited success in decreasing MAE
rates.46

Challenging
professional
relationships/
poor
communication

Increase efforts toward interprofessional collaboration: Use
of the Team Strategies and Tools to Enhance Performance
and Patient Safety (Team STEPPS), an interprofessional
teamwork and communication training model, is
recommended.49

Lack of
support/
supervision

Evaluate current practices of support for new and
inexperienced staff: Lack of supervision and support have
been cited as leading to MAEs

Physical
working
conditions

Examine and correct poor physical working conditions:
Poor lighting and lack of physical space are reported as
perceived causes of MAEs.

Interconnections of perceived factors of medication administration errors (MAEs)

Assess and address unsafe practice norms: The importance
Unsafe practice of following guidelines should be stressed with staff as well
as addressing the conditions that provide the grounds for
norms
unsafe practice norms.

Conclusion
This review illustrated the various factors perceived by
nurses to contribute to MAEs and the interconnections
among the factors. Findings can guide efforts that aim
to decrease errors in healthcare settings. Examination
of the connections among factors within individual
institutions, along with associated education and
training, is warranted to promote safe patient care at
the agency level. Moreover, it is imperative that all
healthcare providers reflect on their own practice to
ensure safe personal practices and to stimulate
systems changes to promote improved medication
safety.
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